The Micra™ Transcatheter Pacing System is a leadless pacemaker that has been introduced recently. We share our experience in a low volume center and the use of right ventricular angiography (RVA) during implantation. Materials & methods: Patients underwent Micra implantation and RVA was performed to predetermine the implant site.Results: Nine patients underwent Micra implantation. The most common indication was atrial fibrillation with bradycardia. The device was implanted at apical-septum in seven and mid-septum in two. The procedure time ranged from 30 to 100 min and fluoroscopic time 4-18 min. Pacing parameters remained stable after 1-month follow-up. Conclusion: The Micra implantation technique can be easily learnt. RVA was helpful in selecting an appropriate site for the Micra implant. The generator and leads are integral parts of a pacing system. Potential complications include pneumothorax/hemothorax after subclavian puncture; pocket hematoma, erosion or infection; vein stenosis or occlusion; injury to tricuspid valve or endocarditis; and lead complications due to connection issues, fracture or malfunction [1] [2] [3] [4] . Cardiac perforations have also been reported [5] . The FOLLOW-PACE study [4] reported an early complication rate of 12.4% and late complication rate of 9.2%, indicating the need for a new approach to reducing complications. Recently, data from a real-world registry from Denmark showed a 9.5% complication rate at 6 months [6] . Following device implantation, infection rates range from 0 to 16.4% [7] and lead related complications are reported in up 5.5% of patients at 2 months [1] . Device-related infection occurs in about 1% of cases in high-volume facilities, majority occurring within first 3 months after the procedure [8, 9] . Factors which could contribute to the higher complication rate include on-going miniaturization of leads, greater complexity of devices and increasing number of leads, especially for system revision procedures. Better lead design, careful surgical handling and use of antibiotics have reduced the rate of these complications, yet they exist in appreciable numbers.
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Materials & methods
The Micra TPS is a miniaturized single-chamber pacing system that is delivered to the RV through a 27F catheter via the femoral vein. At our center, this procedure was done under general or local anesthesia. Preprocedure antibiotics were given and warfarin was continued if the International normalized ratio less than 2.5. Informed consent for the procedure was obtained for all patients. This study complies with the principles of the Declaration of Helsinki.
Micra TPS implant
The implant procedure described earlier [8] was followed except we performed RVA in right anterior oblique (RAO) and left anterior obloique (LAO) 30
• in all patients at the beginning of the procedure by placing a pigtail catheter in RV apex and injecting 50-70 ml of contrast to record a cine-loop with a biplane angiography system ( Figure 1 ). The most appropriate site, with good myocardial thickness and trabeculation, was then road mapped for reference during implant. We used both serial dilatation from 10-12-14-16-18F and scalpel dissection at the entry site. Flexion of the sheath was released upon entry into the RV but in some cases it was maintained in order to reach the appropriate site. The rest of the procedure for the delivery of the Micra pacemaker including buckling of sheath, a tug test to check for adequate fixation, checking for pacing parameters, releasing the device from its tether and final removal of Micra TPS delivery system, remained same as described earlier [8] . A Proglide vascular closure device and/or Z sutures were used in all patients.
Results
Since the release of the Micra TPS in the Asia-Pacific Region in 2015, as one of the first countries where the device was rolled out, we implanted nine such pacemakers during our initial experience. Mean patient age was 73 years, with the oldest being 84 years. Six patients were females and five males. All patients had a class I or II indication and provided informed consent. Six of these had persistent atrial fibrillation (AF) with symptomatic bradycardia or tachy-brady syndrome, two had a lack of venous access (hemodialysis from one side and thrombosed vessels on the other side in one patient and subclavian vein thrombosis due to old pacemaker leads and venous stenosis on the other side in another patient), and one with Down's syndrome, who did not want any wound on the chest. RVA was performed in all these patients. The first six implants were done under general anesthesia and the last three under local anesthesia with sedation. The venous access site was dissected with a blade to expand the entry in first six patients. In the last three patients, we used only a gradual dilatation technique, without using a scalpel at all. A vascular closure device [15] was used in all patients and was effective in five patients and an additional Z suture was required in four patients.
Appropriate implant sites were identified by RVA as those with good myocardial thickness and trabeculation, avoiding thin myocardium. These were the RV apical-septum in seven and mid-septum in two patients (Table 1) . In two patients, we had to maintain the catheter bend until the device reached the desired site, rather than release it just after crossing the tricuspid valve, as described in the earlier trial [8] .
All the nine implants were successful, with a single attempt at deployment in seven patients and two attempts in two patients. Pacing parameters in all patients were good at implant and remained stable at the time of discharge (Table 1) . Follow-up at 1-month showed no significant difference in R wave or pacing threshold. Average procedure time (starting from venous access until its closure) was 66 min, ranging from 30 to 100 min with Standard Deviation (SD): 21.06). Average fluoroscopy time was 8.9 min (SD: 3.99, range 4.06-18.33 min).
There were no complications whatsoever. All patients were discharged the next day except Patient 4 who remained hospitalized because of his other co-morbidities. This patient had ischemic cardiomyopathy and frequent ventricular tachycardia (VT) along with sinus node disease leading to severe bradycardia. The upper arm venous access on the future science group www.futuremedicine.com left was used for hemodialysis and the subclavian vein was thrombosed on the right side. Hence a trans-venous implantable cardioverter-defibrillator (ICD) could not be implanted and the subcutaneous ICD was not available at our center. Therefore an LP was considered as an alternative to deal with the brady-arrhythmia. After 2 weeks of the implant, this patient had another episode VT/ventricular fibrillation that was cardioverted/defibrillated three-times with DC shocks (maximum @360 J Biphasic). Postshock, the pacemaker remained in situ and pacing parameters did not change. One patient with the Micra TPS underwent radiotherapy due to metastatic cancer of the rectum. He tolerated a total dose of 50.4 grays (Gy) in 28 fractions well, without complications. Pacing parameters remained stable during and after the radiotherapy. The device was turned off during the time of radiotherapy.
Discussion
Pacemakers are associated with pocket infection and lead complications [1] [2] [3] [4] [5] [6] [7] [8] [9] . LPs aim to address these concerns. The Micra TPS is a single chamber pacemaker implanted inside the RV through the transfemoral venous route via a 27F catheter and anchored in the RV with tines [14] . It does not have leads and eliminates the need for a pectoral pocket. It is MRI conditional (1.5 and 3 Tesla) [16] . It gained Conformité Européene (CE) marking in April 2015 after good safety and efficacy outcomes were reported in the first 140 implants [14] . In a global clinical trial, 725 patients from 56 centers in 19 countries were implanted, adding further experience with this device [17] . This reported more than 50% reduction in major complication rates, with a 99.2% procedural success rate. There are, however, no reports of adoption of this new technology from small centers. Since its commercial release in South East Asia, we are one of the first few countries to implant the Micra TPS. We found that the learning curve to implant Micra TPS is short and easy to learn. Therefore, this technology can be easily adopted, even by smaller low-volume centers like ours. We have performed nine implants, with outcomes matching those in earlier trials [14, 17] . Our successful deployment at first attempt stands at 77.8% compared with 58.6% in the Micra Transcatheter Pacing Study [14] in which 37.4% had an additional 1-4 redeployments and 4.3% had five or more (one patient required as many as 18 deployments). They also had to use a second device in two patients due to inadequate electrical measurements. We performed RVA in RAO and LAO views in all patients and preselected the site at the RV septum with adequate thickness and trabeculation of the myocardium, avoiding areas with thin myocardium. While this is not yet mandatory, we believe that preselection of a suitable site helped us achieve better deployment rates. Seven out of the nine devices (78%) were implanted at the RV apical-septum compared with 76.4% in the previous trial [14] . Only in two patients, it was implanted at RV mid-septum. In one patient, the mid-septal region was preselected because of inadequate trabeculation in the apical-septal region where the myocardial wall was also thin, and in the other due to inadequate pacing parameters. It is important to note that fluoroscopy time was less in our series, in spite of adding RVA to our procedure. Average fluoroscopy time was 8.9 min (SD: 3.99, range 4.06-18.33 min), which is lower than in the Micra Transcatheter Pacing Study (average 9 min, SD: 7) [14] . Reduction in fluoroscopy time may perhaps be due to a reduced number of redeployments in our study. The one patient where the fluoroscopy time was 18 min required second redeployment due to inadequate pacing parameters, further suggesting the greater the number of redeployments, the greater the fluoroscopy time. It is interesting to note that during the initial introduction of the technology, operators were trained at a special training lab with a hands-on simulator, cadaveric deployment and in vivo large animal deployment. Subsequently, operators were trained and proctored locally by the operators who had undergone training after a median of two cases [18] . No difference in complication rates was observed with either training method. However, routine RVA is not recommended during either form of training, rather contrast is injected through the delivery sheath prior to deployment to confirm a septal position. This only provides a limited view of the RV anatomy and we feel that RVA can help improve the understanding of the anatomy for safe deployment. Of note, the primary operator for these procedures (S Johar) underwent training in the special training lab in the manner described above.
In our limited experience, we deviated from the recommended standard maneuver in two patients. Rather than releasing the catheter-bend upon entry into the RV, we maintained it in order to reach the appropriate site. Once the site was reached, adequate force with visible buckling of the catheter was important in achieving adequate fixing. Case 5 required redeployment due to inadequate force applied at deployment. This was the first case for the other operator.
Implants were done under general (first six) and local anesthesia (last three). In the Micra TPS trial, the majority of implants (96.3%) were done under local anesthesia [14] . We decided to use general anesthesia to begin with and later switched to local anesthesia. We did not encounter any issues in doing so. The procedures went smoothly, without complications and procedure time remained the same (Table 1) .
Generally, it is recommended to dissect the tissue at the puncture site to widen the entry for the large 27F sheath. We stopped using sharp dissection after the first six cases and instead used gradual dilatation by using 10F, 12F, 14F, 16F and 18F dilators before introducing the Micra TPS sheath. This resulted in less bleeding from the puncture site. We adopted this technique from our extra-corporeal membrane oxygenation experience as a means to prevent puncture site bleeding. As most of these patients were on anticoagulation at the time of the procedure and/or received heparin during the procedure it seems appropriate to avoid sharp dissections. In one patient, we implanted the device from the left femoral vein and did not face any issues. The procedure was as straightforward as from right.
Of interest, Case 4 required multiple DC shocks for ventricular arrhythmias, following Micra implantation without experiencing any significant change in pacing parameters. External DC cardioversion in the presence of an Micra system has been reported previously for AF with up to a 360J external biphasic shock [19] without any changes in device function. In addition, shock therapy was successfully delivered for VT by a subcutaneous ICD in the presence of a Micra system, again without any changes in device function [20] . These reports, together with our case, suggest that shock therapy, whether delivered externally or by an ICD, is safe in the presence of an Micra system.
In the Micra TPS safety trial, 30 adverse events occurred in 26 patients, including pericardial effusion in one who had repositioning done 18-times, dysrhythmias in few and groin events like hemorrhage, hematoma, pseudoaneurysm in some. There were no deaths or reoperations [14] . In our limited experience with nine patients, we did not encounter any serious complications. There were no perforations, pericardial effusions or any vascular complications. There were no deaths and the one patient that remained hospitalized was due to other co-morbidities.
One of our patients underwent radiotherapy for metastatic rectal cancer. There has been one previous report of radiotherapy being delivered in the presence of an Micra device for a mediastinal mass without any adverse events [21] . In contrast to that report, the Micra device was outside the radiotherapy field in our patient. This adds to the safety data for radiotherapy in patients with LPs. There are specific recommendations for safe radiotherapy delivery [22] in the presence of an Micra device. Of note, for conventional devices, a 3% rate of device malfunctions may be expected during radiotherapy delivery [23] .
Limitations
This is a small series to make any definite recommendations. However, data from small centers are lacking. This study is an attempt to fill that gap. Deviation from standard implant procedure requires proper validation.
Conclusion
Implantation of Micra TPS can be easily learnt and safely adapted by new centers. The learning curve is quick and complications related to the procedure are minimal. In our experience, RVA in RAO and LAO views helped deployment success. The Micra TPS sustained DC shocks in one and radiotherapy in another patient without adverse effects.
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• Generator and leads are integral parts of a pacing system. Pocket infection and lead-related complications are encountered not infrequently. The greater complexity of modern devices and miniaturization of leads may make them more prone to malfunction.
• Leadless intracardiac pacemakers like the Micra™ Transcatheter Pacing System (TPS) eliminate the complications associated with the pocket and leads. This device in inserted into the right ventricle via the femoral venous access.
• Leadless pacemaker implantation is easy to learn and the technology can be easily adopted by small centers like ours.
• This study is from a low-volume center catering for a population of 400,000 people only. We adopted this new technology very early on after its launch in South East Asia.
• We adopted the standard implant procedure but in addition performed right ventricle angiography in RAO and LAO 30
• projections in all patients at the beginning of the procedure. This helped us predetermine the most appropriate implant site, with good myocardial thickness and trabeculation.
• There was no problem performing the procedure under general or local anesthesia, or from the left or right groin.
• In some cases we also used gradual dilatation of the venous access rather than blunt dissection with scalpel in order to reduce bleeding.
• We used the Proglide vascular closure system in all patients with good hemostasis.
• Nine patients underwent Micra TPS implant with good outcome and no complications whatsoever. All patients had class I or II indication. Average age was 73 years and the oldest was 84 years.
• Procedure-related indices like procedure time, fluoroscopy time and deployment attempts match those reported in bigger trials. Pacing parameters remained stable at discharge and 1-month follow-up.
• In one patient, Micra TPS withstood anchoring and stability after repeated DC shocks were given to treat ventricular tachycardia.
• Another patient underwent radiotherapy for rectal cancer and the Micra TPS remained unaffected.
